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parati ecution of this |
F 000 | INITIAL COMMENTS - F oo Preparation anld/or execution o -his
plan of correction tdoes not constitute
Arecertification survey and complaint admission of agreement by the
{#p:astrgatlon #38708, #40137, zgozae, #40283, provider with the statement of
0321, #40385, #39812, and #40386 wara . e |
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Cansulate Health Care of Chattanooga. No | prepared and/or executed bacause. it is
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as outiined by the comprehensive care plan,
must- : - . 1. Resident #1 care plan reviewad
(If) Be provided by quallfled persons i and/or updated on 2/7/2017 to reflect
accordarice with each resldent's wrttten plan of resident’s current fall interventions by
care. ; the Director of Clinical Services
Ihls REQUIREMENT Is not met as avidenced | Al -
Based on madical record review, review of fagillty 2. Observations of current residents at
if:;uzﬁs;;igfaluons. jptet‘lview, and-ohservations, the risk for falls was campletad 2/6/2017-
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Type 2, Hypertenslon, Chironic Kidney Disease, current Certified Nurse Assistants,
Di\leﬂlcm tts, and DEPrQSSIVe Dlsol‘del'. LiCEHSEd NUrses an making sure that ]
Medlcal tecard raview of the Annual Minimum fall interventions ate in place on i
Pata Set (MDS) dated 5/19/18 revsaled Resident residents at risk far falls based on the |
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#1 had & Brief Interview for Mental Status (BIMS)

gcore of 8 out of a possible 15, whigh Indlcated

moderate cognitive impaiment. Continuad review

revegled the rasident required extsnsive

ﬁ.sisistanc& of one person for alf activities of daily
ving.

Medlloal record review of the care plan dated
711116 revealed ", 3afely...Be sure the resident's
call ight is within reach and encou rage the
resident to use it for assistance as needed., WIC
[wheelchalr] alaim..."

Medical record feview of.a nurse's note dated
9/10M8 at 7:50 PN, revealed *...found lying on
the floor in front of her W/C with a lacerafion in
the canfer of her head..."

Medical record review of & nurse's note dated
9116 at 8:35 AM, revesaled *.. Retumed to
facility via EMS [Emergency Medical Services]
.8titches to farehead covered with drsg
[dressing]..."

Review of a facllity investigation dated 811318
tevealed ", Date of Ceourrence
8/10118...Locomotion Status: W/G [wheel chair}
kound.., Transfer stalus: extonsive assist...sltling
In W/C i her room...Summary: Resident sent to
ER [Emergency Room] status post fall with
laceration to head..." Further review of the
Investigation revealed the resident was supposed
10 have a pressure alarm in placeinthe
%%eéchair at the time of tha fall, as-care plannad

Telephone interview with Certified Nursing
Agslatant {GNA) #8 on 1412/17 at 10:38 A4, wha
was With Resldent &1 after the fall on 9/10/4 8,

Development Coordinator. The

. 2/14/2017 5 times a week for 1

£64) 1D SUMMARY BTATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION (%8
PREFIX {EAGH BEFICIENCY MUET BE PRECEDE(D BY FULL FREFIX {EACH-CORRECTIVE ACTION SHOULD BE COMPLETICN
TAG REBULATORY OR LSG IDENTIRYING INFGRMATIGN) TAG cRoss«EFEREBLECEIgI;ﬁ J\'?,E APPROPRIATE DATE
F
. - Continued from page A ‘
F 282| Continued From page 1 F 282 pas l

care plan/kardex 2/8/2017-2/15/2017.
Future employees will be in serviced
on-this during orlentation by the Staff

Director of Clinical $ervices and/or
Nursing Supervisor will perform
Quality improvement Monitoring of
residents at risk for falls for fall
interventions being in place beginning

tnonth, 3 times a week for 1 month, 2
times a week for 1 month and then
maonthly thereafter for one year.

%, The Director of Clinical Services
introduced the plan of correction to :
the Quality Assurance Performance
improvement Committee on
2/10/2017. The results of this quality
monitering will be reported ta the
Quality Assurance Performance
Improvement Committee membearg
tnonthly for three months then
quarterly thereafter for a year. The
Quality Assurance Performance !
Impravement Committee members
consist of but not limited to the
Executive Director, Director of Clinical
Services, Unit Manager, Staff

FORM CMS-2067(02-09) Previoys Versions Obsolate
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Faelltty 1D: TN8314
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NAME OF PROVIDER OR SUPPLIER
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{%4) 1D SUMMARY STATEMENT OF DEFICIENGIES b PRGVIDER'S PLAN QF CORRECTION {X8)
5 _ H CORRECTIVE ACTION SHOULD BE. COMPLETION
R e L R e
. Continued from page 2
F 282 Con:nue;i gmrz pa;:?:*fzdid oth F 282 Development, Activities, Medicat
contirmead Residen not have a pregstre N , .
alarm In the wheelchalr at the time of the fall and Director, Social Services, Malntenance
CNA#8 could not recall if the call light was within Director, Dietary Manager and
reach, Minimum Data Set Coordinator. !
Interview with Licensed Practical Nurse #7 on
117417 at 12:30 PW, in the conferancs room, .
confirmed Resident #1's care plan at the time of
the fall on 9710718 Identified the need for
interventions to prevent falls, which includad the
need of a pressurs alarm In the whealchair,
The fallure to ensute the care plan Intsrventions
were implemenied to pravent falls resulted In a
fali with & head Jacaration requiring stitures for
Resident #1,
Refer to. F323 .
F 3281 483.26(dK1)(2)(n){1)-(8) FREE OF ACCIDENT F323| F323 433.25(d)1)(2)n){1)43) Free of | 2/17/17|
$8=G | HAZARDS/SUPERVISION/DEVICES " | Accident
(d) Accldants. Hazards/Supervision/Devices
The facility must ensure that - ' :
1. Rasident #1 care plan reviewed
(1) The resident environment remalns as free and/o _
from accldent hazards as s possible; and nc‘i/ updated on 2{5!201? t(_J reflect
residents current fall interventions by
(2) Each resident receives adequate Stpervision the Director of Clintes| Services.
and assistancs devicas to prevent accidents. Observations of residents care plan
(n) - Bad Rai[s. The facmty must aﬁempt {o use intENEntionS from falls by the Director
Egﬁfﬂlll'll‘h&e Elll}t:gnaﬁ*l%s Pﬁ!]-"lrrr tOinataltig'lg a .SI{[de or of Clinical Services was completed on .
rall, ifa of side rall Is used, the facliity : ; : ;
must ensure correct Inetaliation, use, and 2/6/17 with no issues identified.
malntenance of bed rails, including but not limited Restdent #48 dycem was replaced in
to the following alements. : wheelchair on 1/11/2017 by the
Director of Clinical Services.
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(1) Assass the resldent far risk of entrapment
from hed rafls prier to installation,

{2) Review the fisks and benefits of bed raile with

the resident or resident repressntafive.and obtaln

informed consent prior ta Installation.

{3) Ensure that the bed's dimensions are
apprepriate for the reaident’s size and walght,
This REQUIREMENT s not met as evidenced
by:

Based on medical record raview, revisw of a
facility investigation, intervlews, and observations,
the Tacility falled to ensure assistive devices were

| in place to prevent falls for 2 residants (#1, #48)

of & resldents reviewed for falls, of 45 sampled
residents, resulting In & head laceratlon which
required sutures (herm) for Resigent #1,

The findings included:

Madleal record review revealed Resldent #1 was
admitted to the facility on 4/10/15 with diagnoses
Including Senlle Dementls, Disbetes Mellltus
Type 2, Hypertension, Chronle Kidney Dlsease,

Divertieulitis, and Depreasive Disorder.

Medlcal record review of Resident £1's annual
Minimumn Data Set (MDS) dated 8/19/18 revealed
Resldent #1 scored a8 out of 15 on the Brlef
interview-for Mental Status (BIMS), which
indicated the resident had moderats cognitive
impaltrment. Continued review ravealed the
resident required extensive assistance with all
act[viiiaa of daily living with 1 staff person 1o
assist,

Medllcal record review-of tha ¢are plan dated
71116 revesled .. Safety...Be surs the resident's

risk for falls was completed 2/6/2017-
2/9/2017 to validate current fall
[nterventions based on the care plan
were in place by the Director of Clinical
Services and/or Nursing Supervisor.

Mo issuas identified.

3, The Diractor of Clinical Services
and/or Nursing Supervisor in serviced |

. Current Certified Nurse Assistants, "
Licensed Nurses on making sure that
fali Interventions are in place on
residents at risk for falls based an the
care plan/kardex 2/8/2017-2/15/2017.,
Future employees will be in serviced:
on this during otientation by the Staff
Pevelopment Coordinator . The
Director of Clinical Services and/or
Nursing Supervisor will perform
Quality Improvement Monitoring of
residents at risk for falls for fall
interventions being in place beginning
2/14/17, 5 times a week for 1 manth, ;
3 times a week for 1 manth, 2 timesa’
week for 1 month and then monthiy
thereafter for one year.

4. The Directar of Clinical Services

FORM APPROVED
CENTERS FOR MERICARE & MEDIG&[D SERVICES OMB NO. 0838.0384
SPATEMENT OF DEFICIENGCIES (®1} PROVIDER/SURPLIER/CLIA, (%2 MULTIPLE CORSTRUGTION {X8) DATE SURVEY |
AND PLAN OF CORREGTION {DENTIFICATION NUMBER: A LUILDING GOMPLETED
445208 B.AYING 01/18/2017
NAME OF PROVIDER R SUPPLIER STREET ADDRESS, CITY, 3TATE, ZIP CODE
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cali ight is within reach and ercourage the
resident to use it for assistance as neaded,. . W/C

| Iwheelchalr] atamm..."

Medioal record review of tha nurees note dated
81018 at 7:50 PM, revealed .. found lying on

tha floor in front of her WIC with a lacerafion In
the center of herhead,..”

Medical record review of @ hospltal emergenay
department record dated 9410116 at 23:13 (1118
PM) revealed "...Laceration-Slagle
Repalr...subcutanesus fascla closed,..3 sutures,
Skin layer closed, greater thah 10 sutures
Interrupted...” )

Medical record review of a nurse note dated
9/11/18 at 3:35 AM, revesled °.. Returned fo
tacliity via EMS [Emergency Medical Services]
fransferred Into bed.. stifches to forehead
cevarad with drag [dressing]...”

Review of a faolilty nvestigation dated §/13/18
revealed “...Date of Ocourrehcs
9/10118...Locomotlon Status: WIG fwheslchalr]
bound... Transfer status: extensive assist, call
bell...Alarm In use., pressure alarm...[Indicating
intsrventions that ahauld have been in place at
the time of the fall were a aall bsll and pressurs
alarm]...What acfivity, svent, environment...was
resldent engagsd In prior 1o the falt or at time of
fall?...siting [n WAC In her room...Summary:
Residerit sant to ER [Emergency Room] status
pest fall with laceration to head !

Telaphone interview with Certifled Nursa Alde
{CNA) #8 on 11127 at 10:35 AM, who was the
CNA with the resident after the fall on 8/10/4 8,
confirmed Resldent #1 did not have a pressure

(X9 ID SHUMMAF{Y-GTATEMENT oF DEECI}-‘IBIENC;E\?: N D ( E:ggggg::&lﬁg &"T%LRSESEES“EE eomﬁ?mn
EACH DRFICIENGY MUST BE PRECEDED by EULL FREFIX
i F&EEIX R{EeuLATGRY OR 1.s"c}q IDENTIFYING INFORMATION) TAG caoss-r&&maegg&gga g%EAPPROPRIATE DATE
Continued from page 4
F 323 | Confinued From page 4 F 323

introduced the plan of correction to
the Quality Assurance Parformance
Imprevement Committee on
2/10/2017. The results of this quality;
monitoring will be reparted to the
Quality Assurange Performance !
improvement Committea members
monthiy for three months then
quarterly thereafter for a vear, The
Quality Assurance Performance
Improvement Committee members |
consist of but not lirnited o the 'I
Executive Director, Director of Clinical:
Services, Unit Manager, Staff
Development, Activities, Medicat
Director, Social Services, Maintenance
Director, Dietary Manager and
Minimum Data Set Coordinator.

FORM GMS-2667{02-89) Pravious Varsions Obsolgle
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alarm In the wheelohair at the time of the fall, and
CNA#8 could not recall if the .oall fightwas within
reach at the time of the fall.

Intarview with Licenzad Practioal Nurse {LPN) #7
on /177 at 12:30 PM, in the conference toom,
confirmed Resident#1 was supposed to have a
pressure alam in her wheslehalr fo pravent falls
at the tims of tha fail oh 9M0/16.

The fallure o ensure aesistive devices toprevent
falls-were In place resulted In g fall with a head
laceration requiring sutures for Reaident #1,

Medical record review revealsd Resident #48 was
admitted to the facility on 4/4/G8 with diagnoses
inciuding Dementia without Behavioral '
Disturbanses, Abnormsi Posture, Contracture,
and Schizaphrenia.

Medlcal record review of Rasldent #48's quarterly
MDS dated 10/30/16 revealed the resident had
aevere cognitive impalrment, Continued review
reveaied the resident was tatally dependent for
transfars, dressing, eafing, personal hyglene and
bathing with 1-2 peracn assist,

Review of a factity investigtion dated 12/6/18
revealed the resident had fallen from his.
wheslohalr and no Injuries were sustained from
the fall, Centinued review revealed, fo prevent
furiher falls, the Intervention Implemented aftey
this fall was to place a dycem In the seat of the
wheslchalr,

Medicat record raview revealed Resldent #48's
care plan was updsted to refloct the new
Intervantion forfall preventlon, *...Safety. . dycem
fnon slip surface) to W/C [wheel chair] seat...”

FORM CM8-2697{02-05) Previpus Verslons Obaolele . RventiD:241B11 Paclilly ID: TN8344
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(Xa) I
PREFIX
TAG

- BUMMARY STATEMENT OF DEFIQIENCIES
{EAGH DEFIENGY MLIST BE PRECEDED BY FULL
HEGQULATORY CR L-3C IDENTIFYING INFORMATION)

o
EREFIX
TAQ

FROVIDER'S PLAN OF GORRECTION
{EAGH CORRECTIVE ACTION SHOULD BE
CROSE-REFERENGEQ TO THE APFROPRIATE
DEFICIENCY)

[X5)
COMPLETION
DATE

Fa23

F 502
83=D

Conlinued From pags &

Interview with CNA#3 on 171117 at 10:40 AM, on
the 200 hallway, revealed "...nat sure if he
[Resident #48] Is supposed fo have anything In
his wheelchalr seat or not,,.”

Ohservatioh of Resident #48 with the Director of
Nursing {DON) an 1/11/17 at 2:05 PM, inr the
resident's room, confirmed thera was ne dycem In

the resjdent's wheelchair seat,

Interview with the DON on 1/18/17 at 8:35 AM, in
her affice, confirmed the fasility falied to ensure
safely devices were in place at the-time of the fall
for Rasident #1 which resulted tn a faf witk a
head laceration requlting stitches (harm) for
Resident #1, and falled to ensure safsty davices
ware in ptace for Resident #48.

Refer to F282
483.50(a)(1) ADMINISTRATION

12} Lahoratory Services

(1) The facility must provide or ebtaln laboratory
services to meet the needs ofits residents, The

facillly is responslble for the quallty and timeliness

of the semvices.
Ihls REQUIRENENT is not met as evidenced

Bésed on medical recard review and Interview,
the facility falled to ensyre laborgtory tests wete
completed for 1 resldent (458} of 46 residents
reviewed.

“The findings included:

Medicel record raview revealed Resident #58 was

F 323

F 802

F502 483.50{a){1) Administration 2/17/17

1. Resident #58 physician was notified
on 1/18/17 of the missing labs by the
Assistant Director of Clinical Services. !
New orders were gbtainad.

2, The Director of Clinical Services
and/or Nursing Supervisor reviewad
the last 90 days worth of 1ab orders to
validate results obtained 1/30/2017.

3.The Director of Cilnical Services
and/or Nursing Supervisor in serviced

FORM GM3-2587{02+88) Frevieua Veralons Obsoleta

Eveoni (D1 2{L811

Facillfy 10: TNA3H4
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!’ Ay 1D BUMMARY STATEMENT GF DEFIOIENCIES 0 PROVIDER'S PLAN OF CORRECTION o
PREFIX [EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHAULD &E GOMPLETION
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DEFICIENCY)
Continued from page 7
F 502 Cc?mllt?uq??:;omfap??; :n 12127111 with diacnoses F 802 current licensed tiurses on processing
admitte e facilf 1 with diagh
including Conduct Disorder, Acute Resplratory orders for labs 2/8/2017-2/15/2017.
Fallure, Convulsions, Paychosls, Major Future employees will be in serviced
Hypartansion. . .
Development Coordinator. Tha
gedic?tl r]eolord éeviaw gf thﬁ Ehysfcign’szo . Director of Clinical Services andfor
ecapitulation Orders dated December 2018, : :
revealed "...CBC [Complete Blaod Gount], GMP Nursing Supervisor wilf perform
{Complete Metabalic Panel] Every 8 manths (Jun Quality Improvement Monitoring of
[Juna]é Dac EDGGEIG'I beﬁ?{j Valprolc Acld Leve Iabs ordered and results beginning
Iesvgprz{emrgeo;}}gséé)ﬁ{n une/Sept 2/14/17, 5 times a week for 1 month, 3
times a week for 1 month, 2 timesa
Madical record revlew revealed there wara no
Ibaratory results for Desember, week for 1 month and then monthly
thereafter for 1 year.,
mervigw with t;hez' Asslshant Director of Nurging on
8M7 at 3:40 PM, in the confesance raom, . Tt :
confitmed the CBC, GMP, and Velprole Acld level 4. The Directar of Clinfcal Services
were not done in Dacember 2016, Introduced the plan of correction to -
F 514 | 483.70(8(11(5) RES F 814} the Quality Assurance Performance
88=0 | RECORDS-COMPLETE/AGCURATE/ACCESSIB Improvement Committee an
2/10/2017. The results of this quality
%2)’1"9@1091 rgcords. " todl orofessiona monitoring will be reported to the
n accerdance with accepted professiona ;
standards and practices, the facility must Quality Assurance Pe.rfo rmance
malntain medical records on each resldent that Improvement Committee members
are- manthiy for three months then
{i) Complate; quarterly thereafter for a year. The
. Quality Assurance Parformance
(i} Accuretely documented; Improvement Committae members
(it} Readity accossible; and consist of but not limited ta the
) Executive Director, Director of Clinical
{v) Systematioally organized Services, Unit Manager, Staff
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TAQ REGULATORY OR LSC IRENTIFYING INEORMAYION] TAQ GROS8-REFERENGED TO THE APPROPRIATE RATE
DEFICIENGY)
Continued from page 8
F 514/ Continued From page 8 F514] bevelopment, Activities, Medical
(6) The medicell record must contaln- Director, Social Services, Maintenance
Dlrector, Dietary Manager and
(i} Sufficient Information to Identify the resident; Minimum Data Set Coordinator.
™ 1 ] ‘
(i) A recorg of the resldent's assessments; £514 483.70(5)(2)(5) Res Records- 2/17/17
(i} The comprehensive plan of care ahd services Complete/Accurate/Accessible
provided;
. 1. Resident #36 na longer residas at
(Iv) The results of any preadmission scresning the facili
and resident review evaluations and & faciity.
determinatiors conducted by the State; Resident #134 no longer rasides at the
. . facllity.
{v) Physlcian's, nurse’s, and other licensed aclity
profsssional’s progress notes; and
(vl Laborato il her 2. The Director of Clinical Services
Y1) Laboratory, radllogy and other diagnestic ; : :
Bervices reports as reduired under §483.50, - and/or Nursing Supem?cr Tewewed i
This REQUIREMENT is not met as evldenced the last 30 days of Medication
bg; s24 on medioal recard reui S nterul Administration Records, Treatment
£d on medical recard review and Interviews, _—
the facility falled to maintain a complete and Racords for amissions 1/30/2017.
aacurately documented clinlcal record for 2 Issues identified were addressed by
resdents (#36 and #134) of 8 residents reviewed the Director of Clinical Services,
Tor care and treatment of pressure and
non-pressure akin conditions, of 45 sampled
residents. 3. The Director of Clinical Services i
The fingings included: and/or N.ursmg Supervisor in serviced |
. current Licensed Nurses on accurate 1
Néied i;gldr?comrd fr:w?w revegllgfi Rech]lent #38 was medical records, no omissions in the |
admj 0. the facliity on 3/10/16 with dlagnoses ; T I
including Polyosteoatthritls, Methictin-resistant mEd"":al recard 2/ _3/, 2017-2/15/2017.
Stephylacoccus aureus (MRSA), Diffieulty The Director of Clinical Services and/or
VOVa:!kInQ. MLI'S"&W?EK"GSS' (féwronlg Pain, Nursing Supervisor will perform
Sieoporosls, Cognitive Deaficlt, Dlabates Melilkus ; -
Type 11, Hypartension, Atrlal Flbrittation, and Quality Improvement Monitoring of
Dementia. residents Medication Administration
FORM CM3-2687{02-65) Pravious Versions Obsolste Even 12x 20L911
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SUMMARY GTATEMENT OF DEFICIENGIES D FROVIDER'S PLAN OF GORRECTION IXE}
#’ri‘éé?c {Ew!.cﬂ-lrJ DEFICIENGY MUST BE PRECEDED BY FULL FREFIX FACH CORREGTIVE AGTION SHOULD & ccmrfk%rwﬂ .
TAG REGULATORY OR .SC IDENTIFYING INFORMATION) TAG ¢ DS&-REFERESSFEIgI‘Eﬂ CT%E APEROPRIATE
Continued from page 9
F 814 | Continued From page 2 F 814 Record and Treatment Record for
Medical record review of the Treatment Record omlssions beginning 2/14{17, Stimes
for 81116 - 9/3048 reverled ... {lefl] posterior a week for 1 month, 3 times a week

knee: Slean with NfS [normal saline] pat dry: ;
Apply 1 inch Jdoform packing tato wound. Cover for 1 month, 2 times a week for 1
with akd Jabdominal] pad and tape. Change QOD | manth and then monthly thereafter
levary other day]..." Continusd review of the for.one year.

Treaiment Recard revealed wound cars was
tlocumanted on 9/23 and 9/26{18, but there was

ne documentation for 9/26/16, a date the dressing 4, The Director of Clinical Services
was due to be changed, " | Introduced the plan of correction to
Intarview with Licensed Practical Nures (LPN) #9 the Quality Assurance Performance |
On /1217 at 9:00 AM, at the West'Wing Nurses Improvement Committee on

Statlon, confirmed the dressing was changad

17, :
overy othar day, but at timea requirad changing 2/10/2017. The results of ths Auality

daily, depending on the amount of drainage. monitoring will be reported to the
. Further Interview with LPN #9 confirmed "| know" Quality Assurance Performance

g& Er?%t;nteegt Was campleted, but wag not always Improvement Committee membars !

) ‘ monthly for thrae months then

lr}gegfn;i?w with thAe Dh]-ec;ltnr of Nursing {DON) on quarterly thereafter for a year. The

1 &t 9:18 AM, In her office, confirmed the

wound care for Resident #36 was decumented on Quallty Assurance Perfarmance
/23116 and 9/26/16, and the documentation for Improvement Committee members

rvound care slf'-:ould have beon documentied as consist of but not limited to the
sast every other day, which wauld haye Incly ad — . . .
9125/16, making the ;:Iiuaumentaﬁgn 1 day late, Executive Director, Director of Clinical

Services, Unit Manager, Staff [

Medioal reeard review revealed Regident #1234

was admitted to the taclity on 5/4/18 with Oevelopment, Activites, Medical
diagnases Including Suvgica! Afterears Following Director, Social Services, Maintenance
[SLtlrg.e.Iryl of g;g Dligesﬂue Systern, Fistulz of . Director, Dietary Manager and
hiestines, Obeslty, Major Depraasive Disor ar, s :
Hypsrtenaion, Atrial Fibrllation, Chronle Minimurm Data Set Coordinator.

Obstructiva Pulraonary Disease {COPD), and
Generallzed Anxlsty Disorder,

Medleal racord review of.a physiclan's telaphone
FORM CMS-2687(02-88). Previous Versions Obsolete ' Bivent 10: 21044 Faolifty ID: TN3g14
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] SYATEMENT OF DEFIGIENCIES (X1) PROVIDER/BUPPLIERICLIA 8 MULTIPLE CONSTRUOTION X3) DATE SURVEY
AND PLAN BF SORRECTION IRENTIFICATION NUMBER: A HUILDING ¢ ]COMPLETED
. : 445206 B. 1VING 0111912017
NAME OF PROVILER OR SUBPLIER BTREET ADDRESS, GITY, STATE, ZIP CODE

X410 SUMMARY STATEMENT OF DEFICIENCIER
FREELX, FSEAOH DEFICIENCY MUST BS PRECEDED BY FULL
TAG EGULATORY OR L3¢ [CENTIFYING INFORMATICN)

0
FREFIX
TAG

PROVIDER'S PLAN QF CORRECTION gu)
(EACH SORRECTIVE ACTIGN SHOULD BE COMPLETION

CROBZ-REFERENCED TO THE APEROPRIATE baTE
DEFIGIENGY)

F §14 | Continued From page 10

arder dated 9/1846 revaaled "...wnd [waund] vac
to be changed q [every] 34 days. Gleanse wnd
cleanser, apply black foam wnd bed and sBcuUre
plastic draps dsg [dressing]...” )

Medical record review of the 96 and 10M8
Treatment Records revealed no documentation of
wound vaa changes from 8/23/16 thraugh 10/5/16
(12 days). An undated sficky note was attached to
fha 10/18 Treatment Recard, with LPN %g's
signature, which stated "Refused to ba changed
states she wants to walt £l Monday lo change.,.”

Telephone nterview with LPN #8 on 1/17/17 at
12:08 PM, confirmed the resldent did refuse
drassing changes at times and onlywanted it
done if it was *abaolutely necessary." Continued
intetview confirmed the treatment raco rds werg
ot acourately dosumenied when the freatments
were done and when the resident refused,

Interview with the Reglanal Director of Clinical
Services on 11747 at 12:30 PM, in the
Confarence Roam, confirmed thers was no
documentation of waund vac changes for
Resic)jent #1834 from 9/23116 through 10/8/18 {12
days).

F 520 483.?5{51)(1)(I)~{iii)(2)f:}(ii) (h){i) QAL

85=6 | COMMITTEE-MEMBERS/VEET
QUARTERLY/PLANS

(g) Quality assessment and assurance.

(1) Afacliity must maintain 3 quality aesessment
and assurance commiies consisting ata
minimum of

(1) The director of nursing services:

F 514

F 520

F520 483.76(gJ{(1)(i)-(1)E2)(Rh) i) 2/17/17
QAA Committee-Members/Meet
Quarter!yf?lans

2. Facility has Quality Assurance
Perfarmance Improvement committee
in place and implements plans for
improvement and monitars and
Tevises as needed through the QAPI
process,

FORM OMS-2687{02-98) Previous Versions Obsalste Svant 10 211611

Faeliity ID; ThNagi4 i cantnuetion sheat Page 11 of 14



B2/22/2017 11:89 4238923783

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CONSULATE HEALTHCARE

PAGE 14/16

PRINTED: 02/02/2017

FORM APPROVED
CENTERS FOR MEDIGARE & MEDJCAID SERVICES OMB NO, 6838-0391
SYATEMENT OF DEFICIENGIES »1) PROVIDER/SL) ER/CLIA X2 E] .
AND PLAN OF CORRECTION &0 IDENTIFICATION NUMBER: ﬁf";_u"ff;ﬂ? CONSTRUGTION ﬁalggﬁfgr%ﬁ
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HAWE OF PROVIDER QR SUPPLIER
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STREET ADDRESS, CiTY, STATE, ZIP CODE
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(I} The Medleal Director or hisiher deslgnee;

() At least three other members of the factlity's
staff, al least ona of who must be tha
administrator, owner, a beard member or ofher
Individual in a [eadership role; and

(€)(2) The guality assessment and assurance
committee must:

() Meet at loast quarterly and as needad to
coordinate and evaluats activities euch as
ldentifying issuds with raspeat to which queality
‘assessmant and assurance aotlvities are
hecessary; znd

(if) Devalop and implement appropriate plang of
action to correct identifiad quallfy .deﬂclencies;

(h} Disclosure of Information. A State or the
Secretary may not require disclosurs of the
racords of such commities axcept in so far as
such tlisclesurs Js related to tha complianse of
sggg committee with the requirements of this
section.

{i) Sanctions. Good faith attempts by the
committes fo identify and correct quaiity
deflclencies will not be used as 4 basls for
sanactions.
ghla REQUIREMENT s not met.as evidenced
I
Baged on reviaw of Provider History Profile,
rnedizal record review, and interview, the facliity
falled to ensure ar effective Quality Asswancs
(QA) program that recagrized an ongeing
coneern with preventing falls and accurats
Medical records, The QA committea falled to

X4 Ib SUMMARY STATEMENT OF DECISENCIES [] PROVIDER'S PLAN OF CORREGTION 25
BREEL (BACH DEFICIENGY MUST BE PRECEDED BY FULL FREEIX (EACH CORRECTIVE ACTION SHOULD BE OOMPLETION
TAG REAULATORY OR LIC IDENTIFYING INFORMATION) TAG ORQBS-REFERENGED TQ TI4E APPROPRIATE bATE
DEFICIENCY}
Continued from page 11
F 520 Confinired From page 11 F 620

2. The Regional Director of Clinical
Services re-educated the
interdisciplinary team members on
regulation F520 and the facility’s policy
and procedures for Quality Assurance
Performance Improvement on
2/8/2017. Observations of current
residents at risk for falls was
completed 2/6/2017-2/9/2017 to
valldate current fall interventions
based on the care plan

were in place by the Director of Clinical |
Services and/or Nursing Supervisor,

No issues identified. The Direttor of
Clinical Services and/or. Nursing
Supervisor reviewed the last 30 days of
Meadication Administration Records,
Treatment Records for omissions
1/30/2017, Issues identified were
addressed by the Director of Clinical
Services.

3. The Director of Clinical Services
and/or Nursing Supervisor in serviced
Current Certified Nurse Assistants,
Licensad Nurses on making sure that
fall interventions are in place on
residents at risk for-falls based on the
care plan/kardex 2/8/2017-2/15/2017,

EORM CMS-2567(02-83) Previous Verslons Obsolels

Evant (D; 21081

Fadlitty 10: TNA214
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ensure systems and processes were In place and
caonslatently followed by staff to addrass quality
coneerns. The faclity falled to ensure the QA
pragram was effsctive it preventing repeat
deficiencles at F-323 and F-514. The facllity
Talled to prevent accidents, which resulted 1n a fall
with a head laceration (Marm) for Resident #1.

The findings included:

Review of the Provider History Prafile dated
12/12M8B revealed the facllty was clted F-323
during the annual Recertification Survey on
1127186 for failute to ensure intervantions were in
place to pravent falls, Continued raviéw revealed
F-614 was cited during the annua Recertiflcation
suryeys on 12/8/14 and 1/27118, for failure 1o
maintaln a comnplete and accurats medieal
record,

During the annual Recartification survey
conducted from 1/8/17 through 1/19/17, the
facllity's QA Committse failed o ansurs a system
for managemant of safety devices resulting In 1
regident ¢#1) receiving a fall with injury, 1 resldent
(#48) with an observatlon of a safety device not In
place, and 2 resldents (#26, #184) not having
accurate documentation in the medical record, of
48 residents reviewed durlng stage 2.

Interview with the Reglonal Director of Clinical
Services and the Administratar on 1/18/17 at
11:15 AM, In the conference room, confirmed the

| QA comrmittee had nat identified 5 problam with

falls. and safety devices not being in place and
had not identffied incomplate documentation In
the medical racord as-areas to be addressad with
cotrective getions.

PAGE 15/16
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Continued from page 12
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Future employees will be in serviced
on this during orientation by the Staff
Development Coordinator. :
The Director of Clinical Services and/or
Nursing Supervisor will perform
Quality Improvement Monitering of
residents at risk for falls for fall ]
interventions being in piace beginning’
2/14/17, 5 times a week for 1 month, |
3 times a week for 1 month; 2 times a
week for 1 month and then monthly
thereafter for one year. The Director
of Clinical Services and/or Nursing
Supervisor in serviced current Licensed
Nurses on accurate medical records,
o amissions in the medical record
2/8/2017-2/15/2017. The Director of
Clinical Services and/or Nursing
Supervisor will perform Quality
Improvernent Monitoring of residents :
Medication Administration Record and
Treatment Record for omissions !
beginning 2/14/17, 5 times a week for
1 month, 3 times a week for 1 month, *
2 times a week for 1 month and then
monthly

4. The Executive Director introduced
the plan of correction to the Quality
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Refer fo F282, F328, F614

of this quality manitaring will be
reported to the Quality Assurance

then quarterly thereafter for a yea

consist of but not limited to the

Services, Unit Manager, Staff
Development, Activities, Medical
Director, Sacial Services, Maintena
Director, Dietary Manager and
Minimum Data Set Coordinator.

Assurance Performance improvement
Committee on 2/10/2017. The results

Performance Improvement Committee
members monthly for three months

The Quality Assurance Performance
Improvement Committee members

Executive Director, Director of Clinical ‘
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